On the following day my colleague, Mr. Cope, opened the abdomen in the middle line. The appendix was swollen, and there were a good many adhesions in its neighbourhood, which were freed, and the appendix was removed. The small intestine was noticed to be intensely gorged with blood. The patient died on the following day.
At the post-mortem examination by Dr. Spilsbury the peritoneum contained a little blood-stained fluid; the coils of the small intestine were a little distended and were slightly glued together and to the abdominal wall by a small amnount of recent plastic lymph; the small intestine for about the middle third was extremely congested on the outer surface and of a deep red colour, and there was a considerable amount of heemorrhage into the mesentery under the peritoneal reflection; the congestion faded gradually away towards its upper limits. On the outer wall of the congested part were two or three small rounded areas of light yellow colour, with sharply defined margin; they had almost the appearance of infarcts; the peritoneum was not thickened over them. There was no thrombosis of the mesenteric vessels. On opening the small intestine, its inner surface was seen to be intensely congested, and over large irregular areas was entirely denuded of mucous membrane, the submucous and muscular coats being exposed. The yellow areas noted above appeared as shallow ulcers, but except for this there were no solitary ulcers: above and below the congestion and ulceration became gradually less marked until they finally gave place to apparently healthy bowel about 3 in. above the caecum. The large intestine was quite healthy. The other organs were healthy except for some old pleuritic and slight pericardial adhesions.
Remnarks.-I have not been able to find in any medical or pathological work the record of any case in which were found such lesions as existed in this case, situate in and limited to the small intestine. The ulceration was quite unlike that arising from typhoid fever or tuberculous disease, or other known pathological causes of ulceration of the smadl intestine. The widespread denudation of the mucous membrane and destruction of the deeper tissues with the irregular-shaped ulcers exactly resembled the condition seen in some cases of acute ulcerative colitis. The causation of the disease is unexplained; but there is evidence that colitis may sometimes result from articles of food ingested -perhaps frozen or otherwise preservedand it is possible that this case, in which the small intestine alone was affected, arose from a similar cause. There is nothing against this in the fact that in colitis the large intestine, and in this case the small intestine was affected, fol certain poisons have selective actions on different parts of the alimentary canal; thus corrosive sublimate produces acute inflammation of the large intestine, and tartar emetic poisoning leads to intense inflammatory conditions in the small intestine. Indeed, though the possibility of the present case having resulted from administration of tartar emetic was out of the question, the symptoms that occurred and the lesions found post mortem were more like those arising from tartar emetic poisoning than anything else. When the case first came under my observation the only symptoms were pain and tumidity of the abdomen, and it resembled a case of tuberculous abdominal disease. On the second admission to hospital the boy was in a state of extreme collapse with distension of abdomen, and the possibility of perforation was entertained. The case seems to be unusual enough to merit a place in the records of this Society.
DISCUSSION.
Dr. LANGMEAD said that he had made a post-mortem examination on a somewhat similar case during the last few months. It was that of a boy, aged 9, who had scarlatinal nephritis when he was aged 6. The kidney condition cleared up to some extent, but ultimately he was admitted on account of ureemia, which proved fatal, and was associated with marked ocular changes. There were also convulsions, and during the week preceding the fatal coma he developed much abdominal distension and pain. He had passed loose motions, but no blood. At the autopsy the last 3 ft. of small intestine appeared almost as if they had been the subject of volvulus; these parts were deeply injected and adherent to each other. When the intestine was opened there was found to be extensive denudation with inflammatory thickening, just as Dr. Phillips had described, a condition which reminded one more of acute dysentery than of anything else. There were large undermining ulcers spreading in all directions, and in places nothing remained but the peritoneal coat; in others the mucous membrane remained as small islets only ; the condition became gradually more and more marked as the ileo-cecal valve was approached, but did not extend beyond it. But for the adhesions he thought there would have been perforation. In that case obviously there was a toxin at worknamely, that of uraemia. In uraemic cases one was familiar with ulceration of the large intestine, but not in the small.
Dr. MCCULLOCH said that he was inclined to associate the intestinal lesion remotely with the original septicemic infection of the acute rheumatism. He asked whether the cardiac valves had been scrutinized, remembering the frequency of the rheumatic manifestations, in this case. Dr. Phillips had mentioned that no infarcts bad been discovered in the mesenteric arterioles, but it D-15a was conceivable that the irregularly situated ulcers might have been produced by minute necrotic areas, following upon capillary infarcts in those situations. Such infarcts would not necessarily be visible post mortem. Such lesions in acute rheumatism were admittedly rare, though occasional spontaneous healing and recovery in aseptic intestinal conditions might occur. The local denudation of the mucous membrane reminded him of the more extensive denudation met with in sprue. The PRESIDENT (Dr. Frederick Taylor) said the interest of the condition no doubt lay in its rarity. He gathered that the ileum was the part most affected, and he would like to know whether any part of the jejunum was involved in the process. He was reminded of the statement of Sir William Gull, that the jejunum was a part of the intestine which was not prone to ulceration. Recent surgery had enabled one to observe new kinds of ulceration which were not known in Gull's time.
Dr. PHILLIPS replied that it was the ileum only which was affected. He regarded it as a form of ulceration sufficiently rare to make it worth putting on record. There was nothing wrong with the valves of the heart, and all the other organs were healthy. No cause could be found for the condition, but no bacteriological examination wvas made. The severe collapse led to the suspicion of acute peritonitis, and it was of interest that similar collapse symptoms occurred-with the ulceration of small intestine arising from tartar emetic. CASE of paroxysmal auricular tachycardia, with brief but frequent paroxysms, associated with cardiac dilatation. Improvement following rest in bed, causing fewer and shorter paroxysms, and digitalis, which lessens the effects of the paroxysms, by inducing lessened A-V conductivity. Relapse following cessation of digitalis. P. N., male, aged 62, under care of Dr. Wilkinson, Manchester Royal Infirmary. Admitted July 1, 1912, for bronchitis and dyspncea, with some cedema of the legs. Patient had been unwell for eighteen months, having peculiar bouts of coughing which came on gradually and were relieved by expectoration of much frothy sputum. There was also dyspncea. Fifteen months before, April, 1911, he was in the Infirmary under Dr. Bury for urgent dyspncea, with bronchitis. On this occasion
